SUMMARY A survey of 93 community nurses, 48 health visitors, and 45 district nurses was carried out in one area health authority where nurses had been attached to general practice schemes for up to 10 years. The purpose of the study was to determine the nurses' impression of teamwork within their attachment arrangements. Half the group surveyed had either a geographical area or other area health authority responsibilities, or both, in addition to their primary attachment commitment. No structured plan for preparing or evaluating attachment groups had been carried out by the area health authority. Only one third of attached nurses were working from premises shared with other members of the attachment group, and often facilities were poorly designed for teamwork. Health Clearly, there are still many unresolved issues and perhaps some threat to the development of primary care teams. This study was initiated by one health authority as a first step in determining how attached staff experience teamwork within their individual attachment arrangements.
transition from an independent pattern of work to the comparative intimacy of a group was very difficult. At the same time other changes were occuring that had not been foreseen when attachment schemes were started. One was the reorganisation of the National Health Services in 1974. With the introduction of many administrative changes, the role of the medical officer of health was considerably diminished. Thus the description of this role in 1969 as "community physician, organiser, and coordinator of community medical services" soon became inaccurate.'
Another important factor since the mid-1970s has been increasing government restraint in health care expenditure. Despite the trend to close hospitals, an increase in the geriatric population, and escalating population and hence social problems in the inner city regions, the numbers of community nurses have been limited. Consequently they have been required to assume larger and more demanding caseloads. Often the need for economy has made it impossible to effect true attachment arrangements as community nurses have been required to assume Teamwork, myth or reality: community nurses' experience with general practice attachment additional duties beyond their attachment commitment.
With these changes, the resources and motivation to examine, evaluate, and refine attachment arrangements have not been widely available. Thus a laissez-faire type of approach has evolved with an optimistic, although perhaps naive, assumption that attachment would spontaneously generate primary care teams. While many early studies showed attachment to be preferable to independence, this improvement over the traditional system was no guarantee that development of a coordinated, collaborative team would automatically proceed.
During the past few years, a more critical approach to attachment has emerged with one writer describing "attachment" as too casual a connotation for the special relationship generated by effective interprofessional group work.2 Disillusionment with attachment has prompted some area health authorities to consider dismantling attachments, especially in inner city areas where the population may be transient and unlikely to register with a general practice. Several writers have commented on the difficulties health visitors have experienced in explaining their role and gaining support for it from other members of the attachment group.31 Another problem has been the dual management system, with the primary team split-the general practitioner operating as an independent contractor whereas community nurses are employed by the area health authority.
Clearly, there are still many unresolved issues and perhaps some threat to the development of primary care teams. This study was initiated by one health authority as a first step in determining how attached staff experience teamwork within their individual attachment arrangements.
Purpose
The major purpose of this study was to determine how specific factors considered important in the development of primary health care teams were experienced and perceived by a group of attached health visitors and district nurses. These factors have been noted in the relevant reports and include personal characteristics, preparation for attachment, physical premises for teams, communication patterns, professional role definitions, perceptions of teamwork, commitment, and benefits versus problems in provision of patient care services.
The specific aims of the project were to gain some information regarding the present working situation that attachment groups are experiencing; to try and determine if nurses' satisfaction, or lack thereof with attachment schemes is related to the specific factors listed above; to compare the responses of health visitors and district nurses; and to stimulate nurses included in the study to evaluate and look for methods of improving their present attachment arrangement.
Methods
The study was 
COMMUNICATION
Both health visitors and district nurses contacted each other less often than they did the general practitioners. When considering the results of the total group, the frequency of communication with general practitioners was as follows: five communicated two to three times a day, for 22 it was daily; for 23 it was two to three times a week; 13 made two to three contacts a month; for three it was monthly, and for five it was every six months. The notable result in this area was the small group of nurses who had virtually no regular patterns of communication with other members of their attachment group. Two district nurses and five health visitors stated that they contacted each other no more frequently than every six months. It seems unlikely that attachment can be any more than a "paper transaction" in these cases and certainly would appear to require evaluation. Group meetings of attachment teams were held by only 21 of the 97 nurses. These meetings were found to be useful and conducive to teamwork. Nevertheless, concems about the lack of available time and the inability of all group members to attend were expressed. Meetings were usually unstructured, without a chairman or agenda. Despite the endorsement of the team concept few respondents had joined in any group projects or evaluation of their attachment groups' activities. Gilmore's study supports this finding as she described most teams as having developed no identifiable means of carving out their common aims, clarifying policies, or co-ordinating their work.4 Nurses did show interest in being more involved in a variety of ways with the attachment group; half the group indicated they would welcome being included in practice decisions such as hiring, and having the general practitioners involved when the area health authority selected a nurse for attachment.
COMMITMENT
Most respondents, 75 of 97, valued their affiliation with the area health authority and did not indicate Lynn M McClure any difficulty in being attached to a general practice while employed by the area health authority. For the group of 22 who had some problems in this regard, 15 were health visitors and six were district nurses. Some examples of difficulties experienced by this group were: the general practitioner requesting nursing activities not approved by the area health authority; the general practitioners' policies regarding immunisation being in conflict with the area health authority; differing attitudes between health visitors and general practitioners in regard to health; and conflict in terms of time commitment demanded of the nurse by the general practitioner and the area health authority. Most respondents clearly valued their links with the area health authority, 35 of 97 describing this as "very important" and 49 stating it was "fairly important." PATIENT CARE In considering the advantages of attachment in so far as patient care was concerned, 84 thought that patients did benefit. This conclusion is not new; it has been the prevalent view for some time. Table 5 includes responses to a list of possible advantages for patients, and again health visitors were not so positive as were district nurses. Several health visitors mentioned their concern about mobile families in the inner city areas not being affiliated to a general practice, and sometimes missed. A study in 1979 compared "attached" and "patch" health visitor work and found that geographically based health visitors had higher numbers of "no one initiated" visits and increased follow up of families not known to have a general practitioner.8 With this in mind, it may be important to re-evaluate each individual attachment group and the population it serves so that optimum use of personnel may be achieved. The final question asked nurses if they would prefer to work on a geographical rather than an attachment basis. Most clearly favoured attachment, as 82 of the 97 questionnaires showed that they were not interested in returning to geographically based work. Several Undoubtedly the need for good primary care will continue to grow and future community health services will be pressed to meet greater demands. Whether all needs can be best met by general practice attachment arrangements is not clear, and participants in this study identified groups who were not being well served in this respect. If the development of good primary care is to proceed a flexible and positive policy will be required of area health authorities. The support of many other resources-that is, general practitioners, patient groups, nursing staff, educational institutions, etc-will be essential but it will be the area health authorities who must take the initiative and offer direction and coordination to these groups. A first step would seem to be an objective assessment of present attachment schemes to identify existing problems and seek solutions. Only when there is awareness of what is missing in teamwork can an organised and constructive pursuit of it begin. Just at completion of this study some participants met senior nursing staff to consider problems they were experiencing in their attachment arrangement. Perhaps this was coincidental; however, it has been shown before that the process of "looking" can be a facilitating action in itself. Finally, it must be remembered that primary care teams or attachment arrangements, or both, are potentially a means to improved health care, not an end in themselves. As such, they should be periodically evaluated and considered individually to see that the health care needs of the public are being economically and effectively served.
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